Main results
The groups did not differ for mortality. The inpatient GEM groups did better on physical functioning, bodily pain, energy, general health, basic ADLs, and physical performance at discharge than the usual inpatient care groups (table) . The effect on bodily pain remained at 1 year. The outpatient GEM groups had better scores for energy, mental health, and general health at 1 year than the usual outpatient care groups (table); the effect for mental health remained when scores were compared with scores at discharge.
Conclusions
In frail elderly patients, inpatient geriatric evaluation and management (GEM) units and outpatient GEM clinics did not reduce mortality. Inpatient GEM units reduced functional decline, and outpatient GEM clinics improved mental health. 
COMMENTARY
The study by Cohen et al successfully addresses a main criticism of previous evaluations of GEM by using a multicentre approach with standard protocols for the intervention. The study's strengths are the large sample size and the use of an already established holistic model of care. An almost all male, exclusively VA sample of relatively "young" older people limits its generalisability, as does the possibility of bias because the intervention could not be blinded and the follow up relied on self report measures.
Nevertheless, GEM had positive short term effects. The surprising increase in length of stay in the inpatient GEM group contradicts other studies.
1 One would expect that a coordinated interdisciplinary approach would reduce the length of stay.
Equally, the improvements in mental health in the GEM outpatient clinic group are curious because no significant differences in physical and social functioning were found. Comorbidity is a hallmark of late life mental health disorders, with psychiatric disorder and physical illness each influencing a range of outcomes of the other. It is therefore surprising that benefit to mental health was seen only for aftercare delivered in outpatient GEM clinics. It is unclear how dementia and depression were assessed at baseline. The SF-36 contains only 3 items (of 9 in the mental health section) that relate to depressed mood. The remainder concern general wellbeing.
Although improvements in general wellbeing are desirable, this study does not show whether improvement in specific mental disorders such as depression can be anticipated from targeted interdisciplinary geriatric care, although other research suggests that this may be so.
2 A measure of mood would indicate this and considerably enhance the findings from a mental health perspective. In the past, studies have tended to adopt a dualistic approach, examining either the effects of physical disorder on mental health or of mental health on physical function, but rarely both. As such, GEM is potentially a good model for evaluating the relative benefits of coordinated care on both physical and mental health.
